programmes do produce physiological improvement in the sense that they increase the amount of work that can be done for a given oxygen demand. With such programmes the heart rate slows and the blood pressure is less at given work levels. The evidence now is that almost all patients can be rehabilitated actively after first infarctions, but even the chief advocates of carefully controlled physical exertion are now coming round to the fact that it is the psychological side of the programme that is the real key.
Rehabilitation should start in hospital. A positive approach is required. I tell patients that they have had a coronary, that they will be in hospital for about ten days and they will be back at work in three months.
The family and the GP must be involved. Many patients who are fully mobilized in the ward are sent home and then put to bed by their family. My patients are now given a sheet which specifies exactly what they may do each week; the family and the GP are also given this sheet.
In spite of this we are still not getting people back to work and this is where the socioeconomic areas of government and employment come in. There is a regrettable tendency for some of the larger firms not to take patients back as quickly as they could, particularly in heavy industries. This is due to the misconception that hard physical work is bad for patients who have recovered from cardiac infarction.
We are interested in the possibility of a multidisciplinary approach, involving the social services, to getting patients back. There was evidence that such an approach may improve the situation. For instance in Yoguslavia, in 1969, the return to work after an infarction was only 40.5 %. In 1975, since they started a multidisciplinary project using a sanatorium technique and retraining on a part-time basis, they have got 86 % back within six months. In Austria they are getting 79 % of younger patients back within six months; quite unlike the situation here. The same sort of figures apply in Rotterdam and Seattle. The point that all these units make, is that physical wellbeing is not the only aspect of importance in rehabilitation. The confidence of the patient and the confidence of the employer in the patient are equally important. I then considered with Dr Williamson how the project could be started. Dr Williamson had become interested in the problem from a different angle. He had wondered why he was not getting many patients following infarction through the employment rehabilitation centre (ERC). We hope that use of the facilities of an ERC will improve on the return to work of patients who have had uncomplicated first infarcts. Some money has been allocated to us by central government, and Dr Williamson gives details of the trial below. The Value of Industrial Rehabilitation Following Cardiac Infarction Rehabilitation of patients who have suffered cardiovascular disease has tended to be uneven and no firm policy has been adopted in the United Kingdom. Cardiologists have tended to disagree on the need for rehabilitation, its value and the best method of achieving it. Several World Health Organization pamphlets on the subject do not appear to have made a great impact in the United Kingdom, but interest in rehabilitation is now attracting more attention; this has become more evident since the Employment Medical Advisory Service (EMAS) was established in 1973, due possibly to EMAS being able to bridge the gap between hospital and industry.
Since 1943, when the first industrial rehabilitation unit (IRU) was opened at Egham, there has been no research carried out on the effectiveness of industrial rehabilitation. This is largely due to the difficulty in finding a suitable control group in the rehabilitation field. This project is designed to test the thesis that industrial rehabilitation does improve the prospect of return to productive work and reduce the delay in this return.
It is proposed that males aged 16-60 years, who have suffered an uncomplicated first acute myocardial infarction and have been admitted to hospitals in the South Glamorgan area, will be asked to participate in the trial: 60-100 cases a year are expected.
Cases of uncomplicated cardiac infarction are those having no heart failure requiring treatment and no conduction problem on discharge. The following criteria for diagnosis of myocardial infarction (MI) are those defined by the World Health Organization. History ofpain: A typical history includes retrosternal pain with the following characteristics:
(1) Diffusion through the chest, anteriorly or generally; pain may remain localized in the chest or radiate to the shoulder, arms, jaws or abdomen on one or both sides (2) Resistance to nitroglycerine (3) Duration of more than 20 minutes (4) Usually severe and at times agonizing intensity.
Definite (unequivocal) ECG changes:
(1) Development of a pathological Q-wave (2) Evolution of an injury lasting for more than one day. The interpretation of at least two ECG records is therefore necessary for confirmation of this change. The development of a pathological Q-wave does not require Section of Occupational Medicine any accompanying S-T and T-changes for the ECG change to be classified as 'unequivocal'.
Equivocal ECG changes:
(1) Evolution of an injury current which disappears within 24 hours; injury current present when only one graph is available (2) Presence of a stationary injury current (3) Symmetrical inversion of the T-wave (4) Bundle-branch block with additional Q-wave (5) Pathological Q-wave in a single ECG record and in other circumstances where there is no evidence of development.
Serum enzymes:
To establish a confirmed diagnosis of MI, it is required that tests of SGOT and HBD are made at the day of onset of symptoms and then during the three consecutive mornings. Each laboratory will here use its own standardized method to determine these enzymes (and will submit a separate report on its procedures). A series of tests which are confirmative usually show an increase of values of SGOT at a maximum 12-36 hours after the onset of pain. The values are usually normal during the first 6-12 hours and after 3-4 days. HBD usually reaches its maximum value later, within 3 days, but stays elevated for up to 10 days.
It is agreed that those patients who, because of their coronary thrombosis, cannot return to their pre-coronary work, will be excluded from the trial. These patients are: public service drivers (bus, train, aircraft); heavy goods vehicle drivers; divers; aircraft control officers. It has also been decided to exclude from the trial: transient workers i.e. those whose normal residence is outside the employment rehabilitation centre (ERC) catchment area; those with co-existent serious systemic disease which would impair reasonable prospects of employment; any patient the clinician in charge feels is unsuitable.
The approach to the patient to take part in the trial will be made by the medical research fellow 48 hours after the coronary, while the patient is still in the cardiac care unit. The sister and nursing staff will be well briefed in the trial and will encourage participation, as will family doctors in the area. Random selection will be made with sealed envelopes to those who have agreed to participate. The disablement resettlement officer (DRO) will visit patients before they leave hospital and again at the out-patient clinic six-week review. The control group will follow the normal routine of hospital care with normal therapy, social and general medical practitioner support on leaving hospital. Supervision and follow up will not differ intentionally from the study group and they will receive normal DRO facilities, but will not be offered ERC facilities.
Those being studied will enter the ERC seven to eight weeks following their coronary thrombosis. This will be arranged by the DRO and will be finalized at the six-week out-patient clinic. It is not proposed that this ERC course will be any different from the normal ERC course, but may be shorter, especially as the majority will be returning to their pre-coronary work. It is not proposed to give any extra physical exercises than those already given in the normal ERC remedial centre, and no measurement of cardiovascular function will be taken. Other research has been carried out into the effectiveness of exercises following myocardial infarction.
It is hoped that the majority of patients who attend the ERC will be back at work within twelve weeks after their infarction. It is known that trials in medical rehabilitation in Stoke, Sweden and Finland have delayed return to work because they involved physical training classes; it is hoped that this will be avoided in this trial. It is not expected that the professional or managerial type of patient will require any different treatment at the ERC.
Evaluation of both groups will take place over a two-year period: at discharge from hospital, twelve weeks after infarct, one year after infarct, two years after infarct. The information required will include: (1) length of time before going back to work following infarction; (2) time off work in the first two years due to the consequence of infarction, and the time offwork due to other causes;
(3) number of further episodes of infarction; (4) symptoms attributable to infarction such as angina and its frequency.
It is known that 80 % of people return to work following infarction without special measurement, and about 50-60 % have returned to work within three months; but there is a large, unnecessary and unduly prolonged invalidism which it is hoped may be reduced. The National Insurance statistics for 1970/71 showed 25 000 off work with myocardial infarction. Evidence from the Society of Occupational Medicine shows that the time off work was 270 days in the steel industry, but 70-100 days in other occupations. At Waddon IRU, between 1968 and 1971, a study of 119 cases of coronary thrombosis showed that 50% had been off work for six months and 25 % for one year. At the sixmonth follow up 77 % were back at work.
